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K 025 ’ Continued From page 1 K 0251 ! 5815
following locations: by C-01, B-11, and B-00. i !
National Fire Protection Association (NFPA) 101, | ! |
$ 8.2.3.2.4.2 (1-4), 2000 Edition. : i ;
3 !
| 3. Observation on 1/20/2015 at 12:21 at 12:24 | ‘
' AM, revealed mixed fire calk above the fire doors ‘ |
by B-11 (both sides). ! ] [
i NFPA 101, 8.2.3.2.4.2 (1-4), 2000 Edition. . a K082 NFPA 101 Life Safety Code |
: ! i Standard
These finding were verified by the maintenance | ’
director and acknowledge by the administrator J !
: during the exit conference on 1/20/2014. ! 1. Cnlanuary 26, 2014
K 082 l NFPA 101 LIFE SAFETY CODE STANDARD K062: facility maintenance
85=F [ director contracted with an
Required automatic sprinkler systems are i cutside vendor to replace

! continuously maintained in reliable operating
i condition and are inspected and tested

| periodically.
|9.7.5

f

- This STANDARD s not met as evidenced by:
Based on observations, it was determined the
: facility failed to maintain the sprinkler system.

The findings included:

; 1. Observation on 1/20/2015 at 10:07 AM,
| revealed corroded sprinklers in the following
" locations:
@, In the dry storage next to the dishwasher area
I in the Quality kitchen
b. In the walk-in freezer and refrigerator in the
. Cedar kitchen
| NFPA 26, 2.2.1.1, 1998 Edition.

1 2. Observation on 1/20/2015 at 10:30 AM,
I

19.7.6, 4.6.12, NFPA 13, NFPA 25, |

|

|
| |
|

|
|
|

the corroded sprinklers as
stated in the survey
findings. The sprinklers
will be replaced with a
Teflen coated sprinkler.
Completion date of
February &, 2014. In-
service will be conducted
by the maintenance
director with alf
maintenance staff for
technique of monitoring
sprinkler heads. The
facility maintenance
director contracted with an
outside vendor to install
sprinkler coverage In the
bath/shower raoms
located in C/D hallway and
across from B-Q0,
Completion date for
installation of sprinkler

—
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. i system is expected by .3
K 062 | Continued From page 2 ‘ K 062‘ March 8, 2015.
revealed the bath/shower rooms located in C/D 2. OnJanuary 26, 2014 the

hallway, and across from B-00 did not have
sprinkler coverage. NFPA 101, 19.3.5, 2000 ’
Edition. ‘

maintenance diractor and

staff inspected ali sprinkler

; heads throughout the

' These finding were verified by the maintenance - i' entire facility for corroded .

: director and acknowledge by the administrator ! | sprinkler heads. None |
during the exit conference on 1/20/2044. ' were identified. =

; . Beginni
K 130 | NFPA 101 MISCELLANEOUS K130 J 3 theeg :2;:?:::::: ::,i'cigrl ¢
SS=D . : . . .
OTHER LSC DEFICIENCY NOT ON 2786 - | :‘fﬁ;jﬁ;'ﬂ‘::tw:ﬁg'“
| corroded sprinkler heads,
This has been added to the
interior checklist.

This STANDARD is not met as evidenced by: % The maintenance director
NFPA 55, 4-1.1-Hazard identification signs shall ' will report monitoring
be placed at all entrances to locations where outcomes of the corroded
compressed gases are produced, stored, used, sprinkler heads and

or handled. | sprinkler system

' installation completion to
Based on observations, it was determined the | the quarterly QAP
facility failed to comply with the applicable ; committee meetings.

building and fire codes regulations. [ !

The finding included: |

| Observation on 1/20/2015 at 10:11 AM, revealed | K130 NFPA 101 Misceilaneous
a helium tank stored with no compressed gas 1. Upon being notified on
sign on the activities door. NFPA 55, 4-1.1, 1998 . Ja:uaw 20g2014 oy he
dition. ,
| o " surveyor a compressed gas
This findings was verified by the maintenance i : sigr.: \.M'as placed on the
. director and acknowledge by the administrator : activities door.

- during the exit conference on 1/20/2014. !
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compressed gas storage

: areas in the facility were

: inspected for proper
signage. No other
discrepancies noted. In-
service will be conducted
by the maintenance
director with all
maintenance staff for
technigue of menitoring
for sterage of compressed
gas with proper signage.

3. Beginning February 2, 2014
the maintenance director

I and/or designee witl begin

! monitoring monthly for

| Based on observations, testing, and document
review, it was determined the facility complied

| with the applicable building and fire safety

1 regulations.

i ‘helium tank storage areas

i with proper signage. This

! has been added to the
interior checklist.

4. The maintenance director
will report monitoring
outcomes of halium tank
storage with proper ’
signage to the guarterly |
QAFI| committee meetings.
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